A 5-year-old boy presented with an indolent swelling of the left mandible without displacement or loosening of the teeth. A panoramic radiograph showed a large, well-defined, "bubbly", multiloculated, lucent expansile lesion within the left posterior mandibular body and angle (Fig. 1) . A contrastenhanced CT scan showed a low-attenuation lesion with scalloping and partial resorption of the buccal and lingual mandibular cortex. The adjacent soft tissues were displaced; there was no extraosseous extension ( Fig. 2) . Tumor biopsy confirmed the presumed diagnosis of ameloblastoma. Resection of the left mandibular body/angle with immediate reconstruction was undertaken.
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Ameloblastomas are benign epithelial neoplasms that develop from various sources of odontogenic epithelium [1, 2] ; they represent 10% of all odontogenic tumors. Most ameloblastomas occur in the ramus and posterior body of the mandible (80%). They are usually seen in the third or fourth decade of life, but also occur in children. Their radiographic appearance varies. Differentiation from odontogenic keratocysts, odontogenic myxomas, aneurysmal bone cysts, and giant cell granulomas is limited [1, 2] . CT and MRI are helpful in exactly delineating and determining the extension of the lesion, but imaging is not pathognomonic [2] . Tumor biopsy remains mandatory.
